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Introduction
Since the original description of a distinctive balanitis by Zoon which he termed balanoposthitis chronica circumscripta plasmacellularis in 1952,1 there have been few reports of this condition in the literature. Subsequently similar lesions have been described on the vulva23 and the lips.4 This rare disorder consists of a single, red, shiny and smooth patch involving the glans penis or adjacent prepuce or both.' [5] [6] [7] The characteristic histological features are: a band-like mainly plasmacytic inflammatory infiltrate of the upper dermis, dilated capillaries and deposits of haemosiderin.' 5Treatment with topical steroids8 is palliative at best, with many patients being totally unresponsive.679 Circumcision which was advocated as the best modality of treatment many decades ago has been reported to be beneficial in the recent reports6 7 10 We report 32 cases with this condition 27 of whom were treated successfully with circumcision. 12 The clearance of lesions after circumcision and occurrence of disease almost exclusively in the uncircumcised men5 lend support to theories regarding role of constant friction and probably poor hygiene in its causation. 12 The primary event in pathogenesis seems to be extravasation of blood and subsequent haemosiderin deposition. Recently Leonforte"3 had described the presence of phagocytosed material in the plasma cells (in addition to its presence in macrophages and endothelial cells) which he proposed could be iron. The absence of horny and granular layers, occasional dyskeratotic cells but without atypia and even predominant lymphocytic infiltrate have been described.2 Immunological studies have suggested IgG, and IgA producing plasma cells.'2 Most of our patients showed the uniformly characteristic histological changes, namely, epidermal thinning, loss of rete ridges, "lozenge keratinocytes" and "watery spongiosis", proposed as unique features of plasma cell balanitis by Souteyrand et al.5 There was a subepidermal, predominantly plasmacytic inflammatory infiltrate with proliferation and vertical orientation of dermal vasculature and erythrocyte extravasation in all our cases, as described by others. 1 5 7 However, haemosiderin deposition was present in only three of our cases, which has been earlier described as one of the characteristic histological features.' ' Absence of haemosiderin in most of the sections is difficult to explain but it may be due to the longer duration of the disease. The positive specimens were from patients with recent lesions. In a recent report the presence of excessive haemosiderin deposition has been suggested to be a feature of a lichen-aureus like variant of plasma cell balanitis. 14 Patients demand treatment because of dis- 
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